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HEALTH CARE PLAN BENEFITS & PAYMENT AGREEMENT

your insurance card to the first session.

To bill your carrier for the health care treatment covered under your plan, complete this form. Also, fill out the
highlighted portions of the Health Insurance Claim Form on the next page. Bring these forms and a photocopy of

1. To determine what benefits you have available, call the customer service number listed on the back of your

insurance card and request to be connected to the mental health department for verification of benefits. (If the

back of the card has a number for the mental health department, then call that number.)

Ask the following questions:

2. “Is Dr. Kimberly Tangen an in network provider under my plan? I am calling to check on my psychotherapy

(or psychological testing) benefits.”

3. If the answer is YES, then ask the questions listed in column A (see below). Document the answers.
If the answer is NO, then ask the questions listed in column B (see below). Document the answers.

Column A

Column B

1. How much is my “in network” deductible?

. Do I have “out of network coverage” for these services? Y or N

A. If so, how much is my “out of network” deductible?

2. How much of my “in network” deductible remains for me
to pay out of pocket?

. How much of my “out of network” deductible remains for me

to pay out of pocket?

3. What is my “in network” out of pocket maximum?

. What is my “out of network” out of pocket maximum?

4. Do I need an authorization for this service? Y or N
If Yes, then ask:
A. What is the authorization number?

B. How many sessions are authorized to start with?
C. What are the start and end dates of the authorized
sessions? START: END:

D. What is the maximum number of sessions that I am
authorized for?

. Do I need an authorization for this service? Y or N

If Yes, then ask:

A. What is the authorization number?

B. How many sessions are authorized to start with?

C. What are the start and end dates of the authorized
sessions? START: END:

D. What is the maximum number of sessions that I am
authorized for?

5. What is my copayment?

. What is my copayment?

6. What is the address to send the claim to?

. What is the address to send the claim to?

7. What is the address to send the treatment reports to?

. What is the address to send the treatment reports to?

I authorize the release of information regarding my care to my health plan carrier for the payment of claims and other
purposes related to the administration of benefits. I understand that it is my responsibility to pay for services not covered by
my health plan whether because authorization was not obtained, denial, change or limitation of benefits, copay, deductible or
other reason. I further understand that if there is an outstanding balance, I will make arrangements to pay the amount due.

Client (or Personal Representative) Signature

Print Name & Date
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HEALTH INSURANCE CLAIM FORM z
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) u2/12 Q
T T |FicA PICATTT Ty
1. MEDICARE  MEDICAID TRICARE CHAMPVA GROUP FECA OTHER | 12. INSURED'S |.D. NUMBER {For Program in ltem 1) "
_ HEALTH PLAN — BLKLUNG
D(Meduc&ra#} |:| (Medicaide) || (iD#DoD#) [] emberion [:l (ID#) Dru:#) [0

2. PATIENT'S NAME (Last Name, First Name, Middls Initial) 3. PE‘HENT'%EFRTH DATE SEX

YY MD : D

4. INSURED'S NAME (Last Nams, First Name, Middle Initial)

5 PATIENT'S ABDRESS (Ni.., Stre=t) 6. PATIENT RELATIONSHIP TO INSURED

self[ | spouse[ | chia[ | other[_]

7. INSURED'S ADDRESS (No., Strast)

cITy STATE | B. RESERVED FOR NUCC USE

ZIP CODE TELEPHONE (Include Area Cude)

()

ciTy STATE

ZIP CODE TELEPHONE (Includs Area Code)

( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10, IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Currant or Previous)

[Jves  [Jno

b. AUTO ACCIDENT? PLACE (State)

DYES |:|No L

c. OTHER ACCIDENT?
O

|:] YES

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

11. INSURED'S POLICY GROUP OR FECA NUMBER

8. INSURED'S DATE OF BIRTH SEX
M Y

| o

b. OTHER CLAIM ID (Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Dssignated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[(Jves []no

If yes, complste items 9, 9a, and 9d.

PATIFNT AND INSIIRFD INFORMATION

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of govemment bensfits either 1o mysell or 1o the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of madical benelits to the undarsigned physician or supplier for
sarvices describad balow,

below.
v
SIGNED DATE — SIGNED _
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) |15. OTHER DATE . DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION L
MM | DD | YY l y (LMF} MM | DD | YY e MM v CURET B 8% 5
| QUAL.. QUAL ‘ ] I FROM | [ T0 | \
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 7a 16. HOSPITALIZATION DATES FELATED TO CURRENT SERVICES
J 175.| NP FROM || © |
19. ADDITIONAL CLAIM INFOAMATION (Designated by NUCC) 20. OUTSIDE LAB? S CHARGES

[Jves [ no | |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to sarvics line below (24E) 1CD Ind. } | 22. RESUBMISSION
" | CODE ORIGINAL REF. NO.
7. G B. e D. | |
E. E G H. 23. PRIOR AUTHORIZATION NUMBER
o ] K. L |
24. A DATE(S) OF SERVICE B. €. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. EP};JT M J.
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS 08;5 famdy| ID- RENDERING
MM DD YY MM DD YY |[SEAVICE[ EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Pen | QUAL. PROVIDER ID. #
|| | | | [ [ | | NP |
A I A - - I —
L 1 1 1 1 | | 1§ | - - - I | [ ] [we
[ | | ! 1 [ 1§ | | I
L [ 1 0 1 [ 1 I I | N I N
| [ T 1T T [ T § | [ 1 | | I NP
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. | 27. é&%&,ﬂ’&“},’?ﬁ@‘,’};‘.&’.‘m 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
(1] [Cves NO E [ $ !

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 eertify that the statements on the reverse
apply to this bill and are mada a part therecf.)

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH #

a. b.

SIGNED DATE

b.

PHYSICIAN OR SI1IPPI IFR INFORMATION

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)



